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1. New York – Partnership Plan 

Current approval period 10/1/1997 - 9/30/2009 

Five year spending cap No. Per member per month x caseload; at risk for cost. 

Populations included (i) TANF or TANF-related women, children and family currently enrolled in mandatory managed care and 
residing in the 5 boroughs of New York City as well as 23 counties; 
Benefits: Full Medicaid benefits. 
 
(ii) Adults not otherwise eligible for TANF or Medicaid and previously covered under the State’s “Safety Net” 
program (a medical assistance program for General Assistance recipients); 
Benefits: Full Medicaid benefits. 
 
(iii) Childless adults with income up to 100% FPL (FHPlus eligible) and resources below 150% of the medi-
cally needy income standard; 
Benefits: Based on Medicaid, but no long-term care for the chronically ill, non-emergency transportation, 
medical supplies, or non-prescription drugs (except smoking cessation). Limited home health and inpatient 
psychiatric.  Dental benefits vary by plan. 
 
Employer sponsored insurance program – if ESI is available and cost-effective, eligible individuals must en-
roll.  The State will provide wrap-around coverage to ensure availability of the full FHPlus benefits. 
 
(iv) Parents with income up to 150% FPL (FHPlus eligible) and resources below 150% of the medically 
needy income standard; 
Benefits: Based on Medicaid, but no long-term care for the chronically ill, non-emergency transportation, 
medical supplies, or non-prescription drugs (except smoking cessation). Limited home health and inpatient 
psychiatric.  Dental benefits vary by plan. 
 
Employer sponsored insurance program – if ESI is available and cost-effective, eligible individuals must en-
roll.  The State will provide wrap-around coverage to ensure availability of the full FHPlus benefits. 
 
(v) Women who would otherwise lose Medicaid eligibility after the 60-day post partum period, for up to 12 
months; and men and women up to 200% of FPL who are not otherwise eligible for Medicaid or other 
health insurance coverage that provides family planning services. 
Benefits: Family planning related services only. 

State’s policy goals (i) To enroll most Medicaid beneficiaries into managed care – 1997; 
(ii) Family Health Plus program was implemented as an amendment to the demonstration providing com-
prehensive health coverage to low-income uninsured adults, with and without children, who have income 
and/or assets greater than Medicaid eligibility standards – 2001; 
(iii) To provide family planning services to women losing Medicaid eligibility and certain other adults of child 
bearing age (family planning expansion program). 

Federal policy goals (i) Improve access and quality of care (larger specialty networks); 
(ii)Predictable and efficient payment system, care coordination, beneficiary protections; 
(iii) New coverage. 

Eligibility expansion (i) Adults not otherwise eligible for TANF or Medicaid and previously covered under the State’s “Safety Net” 
program; 
(ii) Childless adults with income up to 100% FPL (FHPlus eligible) and resources below 150% of the medi-
cally needy income standard; 
(iii) Parents with income up to 150% FPL (FHPlus eligible) and resources below 150% of the medically 
needy income standard; 
(iv) Women who would otherwise lose Medicaid eligibility after the 60-day post partum period, for up to 12 
months; and men and women up to 200% of FPL who are not otherwise eligible for Medicaid or other 
health insurance coverage that provides family planning services. 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures to provide health insurance coverage to Safety Net and Family Health Plus populations 
who are not otherwise eligible for Medicaid; 
(ii) Expenditures to provide family planning services only to men and women with no access to private in-
surance that offers family planning services and who have incomes below 200% FPL; 
(iii) Expenditures to provide family planning services to Partnership Plan enrollees who lose eligibility after 
60-days post partum; 
(iv) Expenditures that would otherwise be disallowed under section 1903(u) of the Social Security Act. 
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based on Medicaid Eligibility Quality Control findings; 
(v) Expenditures for services to Partnership Plan enrollees residing in an Institution for Mental Disease for 
the first 30 days of an inpatient episode with an annual limit of 60 days subject to the phase-down specified 
in the terms and conditions [Note:  The phase-down period has expired and it is unlikely such expenditure 
authority would be approved by CMS.]; 
(vi) Expenditures for enrollment assistance services provided by organizations that do not meet the re-
quirements of section 1903(b)(4) of the Act, as interpreted by section 438.810(b)(1) and (2). 
 

Regional variation TANF or TANF-related women, children and family currently enrolled in mandatory managed care and re-
siding in the 5 boroughs of New York City as well as 23 counties. 

Ways in which budget neutrality 
was achieved 

Managed care savings.   

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds.  

Current budget neutrality status On track. 

Issues or problems None. 

Likelihood of replication New York could serve as a good model for California to follow by requesting credit for prior “savings” 
achieved under the Medi-Cal program.  Unknown whether the Obama Administration would support.  

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

The key difference is that New York began the waiver at the same time it implemented mandatory Medicaid 
managed care, thus capturing savings when they were presumable more plentiful.  NY believes it also be-
nefited from very good waiver trend rates.  This would be more challenging for California since the State al-
ready has extensive experience with managed care under the State plan; therefore, savings for families 
and children and in a number of counties are not available for this waiver. If California is able to get “credit” 
for historical savings achieved under its managed care program and generous trend rates, it is possible to 
have a high level of budget savings like New York.  Note that New York’s waiver is up for renewal now.  It 
will be a waiver that should be closely followed to monitor any new federal policy.  New York will likely seek 
to roll over prior waiver savings to the new waiver.  California with a much lower per enrollee cost, with sav-
ings derived from state plan actions may consider asking that this concept be applied to California.   Per 
Kaiser Family Foundation, New York’s Medicaid spending per enrollee is $7,927 compared to $2,740 in 
California.  New York’s DSH allotment is $1.6 billion compared to $1.1 billion in California.   
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2. New York --  Federal-State Health Reform Partner ship (FSHRP) 

Current approval period 10/1/2006 - 9/30/2011 

Five year spending cap Yes. $3 billion total computable (Federal and State share) 

Populations included (i) TANF or TANF-related women, children and family in 14 upstate counties; 
Benefits: Full Medicaid benefits. 
 
(ii) SSI-eligible individuals or those otherwise aged, blind or disabled under the State plan (Statewide volun-
tarily enrollment, mandatory phase-in in process). 
Benefits: Full Medicaid benefits. 
 

State’s policy goals  (i) Federal matching funds for designated state health programs; 
(ii) Implement reforms to promote efficient operation of the States health care system. (closing and recon-
figuring hospitals, taking nursing home beds off line or converting to assisted living facilities, improving 
health IT, regional health information networks, pilots on EHR, rationalize payments – redirect hospital 
spending to primary care).  Excess bed capacity, rationalizing distributions of beds - moving beds to area of 
need and away from low occupancy. 
(iii) Mandatory managed care enrollment for beneficiaries receiving SSI or who otherwise aged, blind, or 
disabled; 
(iv) Mandatory managed care enrollment for low-income families (AFDC-related) in 14 counties. 
 

Federal goals (i) Health Care Delivery System Reform - more efficient system results in savings for State and Federal 
government. 
(ii) Health IT Reform. 

Eligibility expansion None. These populations are State plan eligibles and are separate and distinct from the popula-
tions/counties included in the Partnership Plan. 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures for capitation payment provided to MCOs that use more restrictive grievance rules than 
Medicaid; 
(ii) Expenditures for otherwise covered services provided to Demonstration eligibles age 21-64 enrolled in 
MCOs who reside in IMD for the first 30 days of an inpatient episode; 
(iii) Expenditures that would have been disallowed based on Medicaid Eligibility Quality Control findings; 
(iv) Expenditures for enrollment assistance services provided by organizations that do not meet the re-
quirements of 1903(b)(4). 
(v) Expenditures for State designated health programs that provide services to low-income or uninsured 
New Yorkers. 

Regional variation Mandatory managed care in 14 counties. 

Ways in which budget neutrality 
was achieved 

Managed care for State plan eligibles.  Accumulated significant savings under NY’s 1115 Partnership Plan.  
NY is required to demonstrate savings and lower costs in facility settings (i.e., reduction of per patient per 
day inpatient hospital and long-term care costs).  NY had benchmarks that must be met before Federal 
funds can be claimed.    

Financing-sources of non-federal 
share and types of reimbursement  

Appropriations and bond issuance (Dormitory Authority). 

Current budget neutrality status On track. 

Issues or problems (i) Potential loss of Medicaid supplemental revenue for hospitals; 
(ii) Must meet benchmarks/milestones to generate Federal matching funds. 

Likelihood of replication Potential replication of certain health reform activities and Federal match of State/local designated health 
programs. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

New York’s waiver enables service delivery change by allowing Federal funds for existing State expendi-
tures, which frees up funding for other uses (California does this in its hospital waiver).  New York was able 
to show significant savings from its Partnership Plan waiver to justify spending levels in this waiver.  A 
number of milestones to generate savings in NY’s waiver, supplemental rebates, and increased anti-fraud 
activities, are already features of the Medi-Cal program.   
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3. Massachusetts – MassHealth 

Current approval period 7/1/1997 – 6/30/2011 

Five year spending cap No.  Per member per month x caseload; at risk for cost; 
Sub-cap:  Safety Net Care Pool – aggregate amount with growth – under recent renewal spending out of 
pool to be directed toward premiums and away from hospitals.  Growth of pool permitted in order to not re-
strict premium growth. 

Populations included (i) Medicaid eligible infants through 200% FPL, children aged 1 through 18 through 150% FPL, pregnant 
women through 200% FPL, parents and caretaker relatives through 133% FPL, children with disabilities 
through 150% FPL, and adults with disabilities through 133% FPL; 
Benefits: Full Medicaid benefits. 
 
(ii) Medicaid eligible women under the Breast and Cervical Cancer Treatment Program through 250% FPL; 
Benefits: Full Medicaid benefits. 
 
(iii) Medicaid eligible non-working disabled adults above 133% FPL who must spend down to medically 
needy income standard; 
Benefits: Full Medicaid benefits. 
 
(iv) Higher income children with disabilities, infants above 200% FPL, children ages 1 through 18 above 
150% FPL; 
Benefits: Full Medicaid benefits. 
 
(v) Higher income adults with disabilities above 133% FPL; 
Benefits: Full Medicaid benefits. 
  
(vi) Medicaid eligible “Non-qualified aliens,” “protected aliens” or “aliens with special status” as otherwise 
eligible under the State plan; 
Benefits: Reduced Medicaid/SCHIP benefits – emergency services only. 
 
(vii) Medicaid eligible pregnant women ages 19 and older considered presumptively eligible through 200% 
FPL; 
Benefits: Services are reduced under the State plan during the period of presumptive eligibility. 
 
(viii) Children ages 1 through 18 150% through 200% FPL; 
Benefits: Employer sponsored insurance program – premium assistance is provided toward the purchase 
of ESI or direct coverage, no additional wrap-around services are provided. 
 
(ix) Adults under the age of 65 who are not otherwise eligible for medical assistance who work for a quali-
fied small employer and purchase ESI; 
Benefits:  Employer sponsored insurance program – premium assistance is provided toward the purchase 
of ESI or direct coverage, no additional wrap-around services are provided.  Small employers also receive a 
subsidy. 
 
(x) Adults aged 19 through 64 who are long-term unemployed individuals through 100% FPL; 
Benefits: Restricted benefit package. 
 
(xi) Families receiving unemployment benefits through 400% FPL; 
Benefits: Premium assistance to continue current coverage, for a new product or for COBRA. 
 
Employer sponsored insurance program - Premium assistance to continue current coverage, for a new 
product or for COBRA. 
 
(xii)Individuals with HIV/AIDS through 200% FPL; 
Benefits: Targeted benefit package. 
 
(xiii) Individuals aged 19 and older not otherwise eligible per above, without access to ESI through 300% 
FPL. (Connector) 
Benefits: Premium assistance for the purchase of commercial benefit package. 
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State’s policy goals (i) Initially designed to utilize a managed care delivery system to create efficiencies in the Medicaid program 
and enable the extension of coverage to individuals who would otherwise be without health insurance.  In 
2006, adopted legislation designed to provide access to affordable health insurance coverage to all Massa-
chusetts residents; 
(ii) Directing more Federal and State health dollars to individuals and less to institutions; 
(iii) Subsidizing the purchase of private insurance for low-income individuals to reduce the number of unin-
sured in Massachusetts. 

Federal goals (i) Expand health care coverage; 
(ii) Improve the fiscal integrity of the MassHealth program; 
(iii) Direct more Federal and State health dollars to individuals and less to institutions. 

Eligibility expansion Same as list in section titled “Populations Included.” 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures related to Demonstration populations; 
(ii) Expenditures for Medicaid Eligibility Quality Control; 
(iii) Expenditures for the Safety Net Care Pool; 
(iv) Expenditures for Diversionary Behavioral Health Services. 

Regional variation No. 

Ways in which budget neutrality 
was achieved 

Managed care savings and redirection of a portion of DSH funds to provide health care coverage.  In 1997, 
Massachusetts moved almost its entire Medicaid program into managed care.  Over the years Massachu-
setts has accumulated significant savings but has been limited by State budgetary constraints.  Under the 
renewal, Massachusetts was allowed to access a large portion of prior savings. 

Financing-sources of non-federal 
share and types of reimbursement  

(i) State General Funds; limited use of intergovernmental transfers. 
(ii) Establishment of the Safety Net Care Pool – supplemental payments funded by legislature. 

Current budget neutrality status On track. 

Issues or problems Potential loss of Medicaid supplemental revenue for hospitals. 

Likelihood of replication Massachusetts’ waiver was recently renewed and could serve as a good model for California to follow.  
Massachusetts’ waiver provides coverage and a Safety Net Care Pool, which California also adopted under 
the Hospital Financing Waiver. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

Massachusetts uses its waiver for key Federal funding of its health care reform.  It also uses its waiver to 
support the safety net.  California modeled its Safety Net Care Pool (SNCP) after Massachusetts’, including 
using the same name.  California’s waiver has a budget neutrality calculation that is a fixed amount while 
Massachusetts has a budget neutrality calculation that grows based on trend rates.  Savings achieved with-
in the trend rates provides Massachusetts with additional spending authority.  Both States were limited to a 
fixed amount of spending under their SNCP pools.   
 
Under the recent waiver renewal, Massachusetts utilized historical budget neutrality savings to establish 
additional spending authority.  Massachusetts reestablished the boundaries of their SNCP pool within the 
historical budget neutrality savings.  Under the renewal, growth will be recognized in the SNCP pool to rec-
ognize increase growth in premium subsidies.  In order to utilize this authority, Massachusetts must dem-
onstrate an increase in premium spending and a reduction in payments to hospitals over a 3-year period.  
Massachusetts must also reduce overall uncompensated care. 
 
Massachusetts’ DSH allotment is $306 million for 6.5 million residents ($47 per resident).  California’s DSH 
allotment is $1.1 billion for 36.7 million residents ($30 per resident). Given Massachusetts’ relatively high 
DSH allotment and low rate of uninsured, Massachusetts is much more able to redirect DSH from the State 
plan to the waiver than California.  Per Kaiser Family Foundation, Massachusetts’ Medicaid spending per 
enrollee is $6,961 compared to $2,740 in California.   
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4. Vermont – Global Commitment to Health 

Current approval period 10/1/2005 - 9/30/2010 

Five year spending cap Yes. $4.7 billion 

Populations included (i) Underinsured children  with income between 225% and 300% FPL, not otherwise eligible for Medicaid or 
SCHIP; 
Benefits: Full Medicaid benefits. 
 
(ii) Mandatory Medicaid State Plan children and adults. 
Benefits: Full Medicaid benefits. 
 
(iii) Pregnant women up to 185% FPL 
Benefits: Reduced Medicaid/SCHIP benefits – Vermont Health Access Plan, Primary Care Plus (VHAP PC 
Plus).  Excludes LTC, EPSDT, private duty nursing, eyeglasses, dental, prosthetic devices, IMD, ICF/MR, 
inpatient psychiatric, personal care, case management, respiratory care for ventilator dependent individu-
als, PACE, hospice, and transportation. 
 
(iv) Parents between 150% and 185% FPL 
Benefits: Reduced Medicaid/SCHIP benefits – VHAP PC Plus.  Excludes LTC, EPSDT, private duty nurs-
ing, eyeglasses, dental, prosthetic devices, IMD, ICF/MR, inpatient psychiatric, personal care, case man-
agement, respiratory care for ventilator dependent individuals, PACE, hospice, and transportation. 
 
(v)Childless  adults up to 150% FPL; 
Benefits: Reduced Medicaid/SCHIP benefits – VHAP PC Plus.  Excludes LTC, EPSDT, private duty nurs-
ing, eyeglasses, dental, prosthetic devices, IMD, ICF/MR, inpatient psychiatric, personal care, case man-
agement, respiratory care for ventilator dependent individuals, PACE, hospice, and transportation. 
 
(vi) Aged and disabled not eligible for Medicaid or VHAP up to 175% FPL; 
Benefits: Pharmacy only benefits. 
 
(vii) Childless adults with incomes 150% and 200% FPL; 
Benefits: Employer sponsored insurance program – premium assistance to purchase ESI or Catamount 
Health Plan coverage (if ESI not available).  Benefits must be actuarially equivalent to a minimum benefit 
package defined in State law. 
 
(viii) Parents with incomes between 185% and 200% FPL; 
Benefits: Employer sponsored insurance program – premium assistance to purchase ESI or Catamount 
Health Plan coverage (if ESI not available).  Benefits must be actuarially equivalent to a minimum benefit 
package defined in State law. 
 
(ix) Individuals with persistent mental illness , not eligible for Medicaid, with income up to 150% of the FPL; 
Benefits: Day services, diagnosis and evaluation services, emergency care, psychotherapy, group therapy, 
chemotherapy, specialized rehabilitative services. 

State’s policy goals Increased flexibility.   

Federal goals (i) Improve access and quality of care (larger specialty networks); 
(ii)Predictable and efficient payment system, care coordination, beneficiary protections; 
(iii) New coverage. 

Eligibility expansion Same as list in section titled “Populations Included.”  The waiver does allow additional flexibility to provide 
services to uninsured populations. 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures related to eligibility expansion for Demonstration population; 
(ii) Expenditures for additional health care-related services for the demonstration population; 
(iii) Expenditures for capitation payments provided to MCOs that restrict enrollees’ rights to disenroll within 
90-days of enrollment into a new MCO; 
(iv) Expenditures for capitation payments provided to MCOs, which do not meet contract requirements; 
(v) Expenditures to enable the State to adopt policies, procedures and rules that define “uninsured” for pur-
poses of establishing eligibility criteria for the expansion groups, as well as other policies, procedures and 
rules intended to prevent crowd out of private coverage. 

Regional variation No. 

Ways in which budget neutrality 
was achieved 

Aggregate cap calculated based on cost and enrollment projections going forward.  State initially estimated 
$4.2 billion over 5 years without the waiver but generous assumptions resulted in $4.7 billion cap (high 



HEALTH MANAGEMENT ASSOCIATES AND HARBAGE CONSULTING            DRAFT 8 

trend rates unlikely to be duplicated).  On a year to year basis, the State is permitted to claim Federal 
match based on an actuarially sound PMPM for all eligibles; the difference between the PMPM and actual 
expenditures can be used for other purposes spelled out in the terms and conditions. 

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds. 

Current budget neutrality status Increased cost and enrollment could be eating into savings.  In 2007, Vermont added childless adults with 
incomes 150% and 200% FPL and parents with incomes between 185% and 200% FPL (Catamount Health 
Plan)).  

Issues or problems Office of Vermont Health Access operates as a public MCO.  OVHA receives a monthly capitation payment 
from its parent agency (Vermont Agency of Human Services), and is at risk for all services (except long-
term care) required by covered populations.  Increased cost and/or enrollment could reduce budget neutral-
ity room.   

Likelihood of replication Not likely to be approved again.  State works with legislature to set rates and can use savings (profits) for 
non-Medicaid purposes. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

Vermont and California are very dissimilar States but the Vermont model provides a model for waiver fi-
nancing that is worth exploring.  State projections showed that Vermont cannot come up with a non-Federal 
match for all the Federal money available with the waiver funded at 112% of the State’s estimate.  Further, 
the concept of a State being able to claim funding at an actuarially set rate offers financial possibilities if 
California is able to claim administration, excluding county administration, enrollment activities, and health 
plan enrollment at 8 or 9 percent and if the actuarially rate includes at 2 to 6 percent for risk.  It is unclear if 
the rate markup would be applied to people enrolled in managed care, but even if it was applied to only the 
fee for service population in the waiver, it could net over $200 million a year in expenditure authority just 
from a conservative differential on administration and a 2 percent risk factor.  If the State was able to get in 
its actuarial rate a 9 percent rate for administration of the health plan component of the program and a 6 
percent rate for risk, this would provide the State with significant spending room above its current expendi-
ture trend.  Per Kaiser Family Foundation, Vermont’s Medicaid spending per enrollee is $5,096 compared 
to $2,740 in California. 
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5. Rhode Island – RiteCare 

Current approval period Approved11/1/93; implementation 8/1/1994 – 9/30/2011 

Five year spending cap No.  Per member per month x caseload; only at risk for cost. 

Populations included (i) Pregnant women with incomes between 185% and 250% FPL.  Family income is counted based on ex-
isting legal/financial responsibility; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(ii) Children ages 0 to 1 with family incomes between 185% and 250% FPL; children ages 1-5 with family 
incomes between 133% and 250% FPL; children ages 6 to 18 with family incomes between 100% and 
250% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(iii) Parents of Medicaid eligible children with income up to 175% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(iv) Children ages 0 to 1 with family incomes up to 185% FPL; children ages 1-5 with family incomes up to 
133% FPL; children ages 6 to 18 with family incomes up to 100% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(v) Children with special health care needs eligible for Medicaid through SSI eligibility, the Katie Beckett 
provision, or the adoption subsidy program, and enrolled in RIteCare on a mandatory basis; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(vi) Pregnant women with incomes up to 185% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(vii) Aged, blind, and disabled individuals eligible for Medicaid; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(viii) Women up to 250% FPL who would otherwise lose Medicaid eligibility at the end of the 60-day post 
partum period, for up to 24 months. 
Benefits: Family planning related services only. 
 

State’s policy goals (i) Statewide program to deliver primary and preventive health care services for all Family Independence 
Program Families (formerly known as AFDC families) and certain low-income women and children through 
a fully capitated managed care delivery system; 
(ii) Includes RIteShare, a premium assistance program for Medicaid-eligible individuals who have access to 
employer-sponsored insurance (ESI).  RIteShare provides coverage for all Medicaid benefits as wrap-
around coverage to ESI as well as co-payments. 

Federal goals (i) Improve access and quality of care (larger specialty networks); 
(ii)Predictable and efficient payment system, care coordination, beneficiary protections; 
(iii) New coverage. 

Eligibility expansion (i) Pregnant women with incomes between 185% and 250% FPL.  Family income is counted based on ex-
isting legal/financial responsibility; 
(ii) Women up to 250% FPL who would otherwise lose Medicaid eligibility at the end of the 60-day post par-
tum period, for up to 24 months. 



HEALTH MANAGEMENT ASSOCIATES AND HARBAGE CONSULTING            DRAFT 10

 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures for payments to non-HMO MCOs; 
(ii) Expenditures related to eligibility expansions; 
(iii) Expenditures for family planning services; 
(iv) Expenditures for special programs or initiatives; 
(v) Expenditures for non-traditional Medicaid services. 

Regional variation No. 

Ways in which budget neutrality 
was achieved 

Managed care savings. 

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds. 

Current budget neutrality status Rhode Island was spending near its BN ceiling.   

Issues or problems Rhode Island did not cut back on coverage or expansion during the life of the waiver and therefore, used 
the majority of its savings. 

Likelihood of replication Potential replication. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

The key difference is that Rhode Islands began the waiver at the same time it implemented mandatory Me-
dicaid managed care, thus capturing savings over a several year period.  This would be more challenging 
for California since the State already has extensive experience with managed care under the State plan; 
therefore, savings for families and children and in a number of counties are not available for this waiver. If 
California is able to get “credit” for historical savings achieved under its managed care program and gener-
ous trend rates, it is possible to have a high level of budget savings.  Rhode Island used managed care 
savings to obtain the authority to claim costs not otherwise matchable. Per Kaiser Family Foundation, 
Rhode Island’s Medicaid spending per enrollee is $8,082 compared to $2,740 in California 
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6. Rhode Island – Global Consumer Choice Demonstrat ion 

Current approval period Approved 1/16/09; implementation 5/1/2009 – 12/31/2013 

Five year spending cap Yes. Approximately $12 billion. 

Populations included (i) Pregnant women with incomes between 185% and 250% FPL.  Family income is counted based on ex-
isting legal/financial responsibility; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(ii) Children ages 0 to 1 with family incomes between 185% and 250% FPL; children ages 1-5 with family 
incomes between 133% and 250% FPL; children ages 6 to 18 with family incomes between 100% and 
250% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(iii) Parents of Medicaid eligible children with income up to 175% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(iv) Children ages 0 to 1 with family incomes up to 185% FPL; children ages 1-5 with family incomes up to 
133% FPL; children ages 6 to 18 with family incomes up to 100% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(v) Children with special health care needs eligible for Medicaid through SSI eligibility, the Katie Beckett 
provision, or the adoption subsidy program, and enrolled in RIteCare on a mandatory basis; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(vi) Pregnant women with incomes up to 185% FPL; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(vii) Aged, blind, and disabled individuals eligible for Medicaid; 
Benefits: Full Medicaid benefits. Employer sponsored insurance program – enrollees whose employers of-
fer an approved health plan are required to enroll in RIteShare, the State’s ESI program.  The State subsi-
dizes the enrollee’s portion of the premiums and copays.  Enrollees may qualify for wrap-around services. 
 
(viii) Women up to 250% FPL who would otherwise lose Medicaid eligibility at the end of the 60-day post 
partum period, for up to 24 months. 
Benefits: Family planning related services only. 
 

State’s policy goals (i) Long-term care reform; 
(ii) All Medicaid funded services on the continuum of care – including preventive care in the home and 
community, care in high-intensity hospital settings, long-term care, and end-of-life care – will be organized, 
financed, and delivered through the Demonstration. 

Federal goals Support reform of long-term care system. 

Eligibility expansion (i) Subsumed RIteCare; 
(ii) Aged, blind, and disabled individuals eligible for Medicaid. 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures for payments to non-HMO MCOs; 
(ii) Expenditures related to eligibility expansions; 
(iii) Expenditures for family planning services; 
(iv) Expenditures for special programs or initiatives; 
(v) Expenditures for non-traditional Medicaid services. 
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Regional variation No. 

Ways in which budget neutrality 
was achieved 

Rhode Island was experiencing a significant budget deficit. The Rhode Island waiver effectively creates a 
budget amount/ceiling – Rhode Island projected the cost of enrollment (i.e., estimated the number of enrol-
lees x an estimate of the cost) to establish an aggregate target – can cut if necessary. 
 
Since there were no significant savings remaining in RIteCare program, Rhode Island had to include the 
long-term care (LTC) population into their demonstration. (Rolled nine 1915 (c) HCBS populations into 
waiver). 
 
Rhode Island has an approximately 96% nursing home occupancy  - Rhode Island’s demonstration will at-
tempt to move people away from nursing homes to HCBS environment. 
 

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds. 

Current budget neutrality status Not yet implemented. 

Issues or problems Need legislative approval to implement terms and conditions.  No benefit or eligibility changes unless legis-
lature approves. 

Likelihood of replication Potential replication of long-term care. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

Rhode Island’s waiver hinges on saving money in long-term care.   California has long sought to improve 
the delivery of long term care and to move people away from nursing homes into home and community 
based settings.  This again raises the question of whether California can be credited for the success it has 
had in reducing long-term care expenditures and this be allowed to spend the Federal savings already 
achieved. 
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7. Florida – Florida Medicaid Choice 

Current approval period 7/1/06 – 6/30/2011 

Five year spending cap No.  Per member per month x caseload; only at risk for cost. 
Sub-cap:  Low-Income Pool - lesser of agreed upon costs or $1 billion. 

Populations included (i) Persons receiving SSI cash assistance whose eligibility is determined by SSA (income limit approxi-
mately 75% of the FPL, asset limit for an individual is $2,000); includes children eligible under SSI; 
Benefits: Medicaid Reform Plans have the flexibility to provide customized benefit packages for enrollees.  
The customized benefit packages must cover all mandatory services specified in the State plan, including 
medically necessary services for pregnant women and EPSDT services for children under age 21.  All ben-
efit packages are subject to prior approval by the State and must be at least actuarially equivalent to the 
services provided under the State plan. 
 
Enrollees may use funds available through “Enhanced Benefit Accounts” for health care related expendi-
tures. 
 
Employer sponsored insurance program – Medicaid Reform enrollees may voluntarily opt-out of Medicaid 
Reform Plans into employer sponsored insurance (ESI) or a private plan.  The benefit package under the 
ESI plan must meet minimum State licensure standards, but may be more restrictive than Medicaid cover-
age. 
 
(ii) State plan populations: 
(1) Families whose income is below the TANF limit; 
(2) Poverty-related children whose family income exceeds the TANF limit as follows: up to age 1, up to 
200% FPL; age 1-5 up to 133% FPL; age 6-21, up to 100% FPL; 
(3) Pregnant women with incomes up to 200% FPL. 
 
Benefits: Medicaid Reform Plans have the flexibility to provide customized benefit packages for enrollees.  
The customized benefit packages must cover all mandatory services specified in the State plan, including 
medically necessary services for pregnant women and EPSDT services for children under age 21.  All ben-
efit packages are subject to prior approval by the State and must be at least actuarially equivalent to the 
services provided under the State plan. 
 
Enrollees may use funds available through “Enhanced Benefit Accounts” for health care related expendi-
tures. 
 
Employer sponsored insurance program – Medicaid Reform enrollees may voluntarily opt-out of Medicaid 
Reform Plans into employer sponsored insurance (ESI) or a private plan.  The benefit package under the 
ESI plan must meet minimum State licensure standards, but may be more restrictive than Medicaid cover-
age. 

State’s policy goals (i) Move a greater proportion of Florida’s Medicaid population into managed care.   
(ii) Increase the number of health plan choices for beneficiaries, increase access to services and providers, 
and increase access for the uninsured. 
(iii) Establish low-income pool to support coverage of uninsured. 

Federal goals (i) Establish greater transparency to Medicaid supplemental hospital payment streams; 
(ii) Limit the entitlement nature of Medicaid. 

Eligibility expansion None. 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditure related to guaranteed eligibility; 
(ii) Expenditures to reimburse the self-employed or employers share of premiums paid; 
(iii) Expenditures for supplemental payment pools; 
(iv) Expenditures for enhanced benefit accounts. 

Regional variation Implemented in Broward and Duval Counties in July 2006; expanded to Baker, Clay, and Nassau Counties 
in July 2007. 

Ways in which budget neutrality 
was achieved 

Managed care savings. 

Financing-sources of non-federal 
share and types of reimbursement  

State General funds and local/district tax dollars. 
Establishment of the Low-Income Pool – supplemental payments reconciled to defined costs. 

Current budget neutrality status On track. 

Issues or problems Reconciliation of low-income pool to specific Medicaid and uninsured cost.  Potential loss of hospital Medi-
caid supplemental revenue. 
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Likelihood of replication Given the caps on benefits to enrollees, it seems unlikely that this is something the Obama Administration 
would support in additional States. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

California and Florida operate their Medicaid programs very differently.  It is our understanding that enroll-
ment in the new limited benefit coverage plans has been relatively low.  Florida uses managed care savings 
to obtain the authority to claim costs otherwise not matchable.  
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8. Iowa – IowaCare 

Current approval period 7/1/2005 – 6/30/2010 

Five year spending cap Yes.  $587.7 million. 

Populations included (i) Children from birth to age 18 who have serious emotional disorders and who (1) would be eligible for 
State plan services if they were in a medical institution and (2) need home and community-based services 
in order to remain in the community and who (3) have incomes at or below 300% of the Federal SSI benefit; 
or (4) have net family income at or below 250% FPL for family size; 
Benefits: Full Medicaid benefits – plus case management, respite care, environmental modifications and 
adaptive devices, in-home family therapy and family/community support services. 
 
(ii) Individuals 19-64 with family incomes below 200% FPL who do not meet eligibility requirements of the 
Medicaid State plan or other waivers except the Family Planning waiver under title XIX, and parents whose 
incomes are below 200% FPL, and are used to determine the eligibility of a child under titles XIX and XXI 
who are not otherwise Medicaid eligible; 
Benefits: Reduced Medicaid/SCHIP benefits – inpatient hospital, outpatient hospital, physician, advanced 
registered nurse practitioner, dental, pharmacy, medical equipment and supplies, and transportation ser-
vices to the extent covered under the State plan. 
 
(iii) Newborns and pregnant women with income at or below 300% FPL with incurred medical expenses for 
all family members that reduce available family income to 200% FPL or less. 
Benefits: Reduced Medicaid/SCHIP benefits – inpatient hospital, outpatient hospital, physician, advanced 
registered nurse practitioner, dental, pharmacy, medical equipment and supplies, and transportation ser-
vices to the extent covered under the State plan. 

State’s policy goals (i) To preserve $65 million in Federal funding as a result of agreeing to terminate certain Medicaid financing 
arrangements; 
(ii) To provide home and community-based services to children with chronic mental illness and moves to-
ward community-based settings for delivering State mental health programs. 

Federal goals  (i) Expansion of coverage; 
(ii) To eliminate Medicaid financing arrangements whereby health care providers did not retain their Medi-
caid payments. 

Eligibility expansion Same as list in section titled “Populations Included.” 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures for the Demonstration populations; 
(ii) Expenditures for mental health services in any of the 4 State mental health institutions not otherwise 
covered under the Medicaid State plan - provided to individuals in Demonstration populations (i) and (ii); 
(iii) Expenditures for care and services furnished by or through the Department of Human Services under 
the Mental Health Transformation Pilot that would not otherwise be covered under title XIX or this demon-
stration subject to annual caps. 

Regional variation No. 

Ways in which budget neutrality 
was achieved 

(i) Federal match provided on State-only IMD costs; 
(ii) Federal match provided on home and community-based services to children (expansion of coverage). 

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds. 

Current budget neutrality status On track. 

Issues or problems None.  IMD component of waiver phasing out. 

Likelihood of replication Unlikely.  The waiver was utilized to resolve certain hospital financing arrangements in Iowa. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

California and Iowa established their 1115 waivers at the same time and with the same purpose of main-
taining Federal funding that had been supported by IGT payments.  Iowa only has 2 public hospitals and it 
could not follow the same funding model that California used.  Instead Iowa got special provisions to use its 
funding to Federally claim for the cost care for people 21 to 64 in IMDs, which are normally not matchable 
in Medicaid.  As this was done when CMS was phasing out “bad” IGTs, no other state is likely to get this 
agreement.  Further, Iowa was only allowed to continue to access the existing level of Federal commitment 
it was receiving under its IGT arrangement.  California was actually afforded an increased Federal commit-
ment under the current waiver.  It is highly unlikely that California could claim for IMDs under its current 
safety net care pool fund.  If California was able to claim for IMDs, this would generate savings, most of 
which would go to the county mental health programs. 
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9. Tennessee – TennCare II 

Current approval period 7/1/2002 – 6/30/2010 

Five year spending cap No.  Per member per month x caseload; only at risk for cost. 

Populations included (i) Transition Group: Non-pregnant, non-postpartum adults 21 or older enrolled as medically needy as of Ju-
ly 1, 2007, who have not been assessed for transition to the Standard Spend down Demonstration popula-
tion; 
(Closed to new enrollment) 
 
(ii) State plan eligible populations – all Medicaid populations except those whose Medicaid benefit consists 
only of Medicare premium  payments; 
Benefits: Full Medicaid benefits – participants also receive expanded services, as well as services that 
managed care organizations may provide as cost-effective alternatives.  
 
(iii) Individuals under age 19 who are uninsured and meet the State-defined criteria as “Medically Eligible” 
(no income limit); (Enrollment closed except for Medicaid rollovers); 
Benefits: Reduced Medicaid/SCHIP benefits – most Medicaid State plan services are provided, including 
EPSDT.  Long-term care services are excluded.  Participants also receive expanded services, as well as 
services that managed care organizations may provide as cost-effective alternatives. 
 
(iv) Individuals under age 19 who are uninsured with family incomes at or below 200% FPL (these are op-
tional targeted low-income children); (Enrollment closed except for Medicaid rollovers); 
Benefits: Reduced Medicaid/SCHIP benefits – most Medicaid State plan services are provided, including 
EPSDT.  Long-term care services are excluded.  Participants also receive expanded services, as well as 
services that managed care organizations may provide as cost-effective alternatives. 
 
(v) Discontinued Demonstration Group: Uninsured and/or medically eligible adults aged 19 and older who 
lost medical assistance eligibility as categorically needy and have not yet been either disenrolled or found 
eligible in an active Medicaid category; 
(Closed to new enrollment) 
 
(vi) Standard Spend Down Demonstration Population – non-pregnant/postpartum adults 21 or older who 
have been determined to meet the criteria patterned after the medically needy requirements. 
Benefits: Reduced Medicaid/SCHIP benefits – most Medicaid State plan services are provided, except 
long-term care services.  Participants also receive expanded services, as well as services that managed 
care organizations may provide as cost-effective alternatives. 

State’s policy goals To restructure original TennCare Demonstration amidst budget constraints. 

Federal goals (i) Improve access and quality of care (larger specialty networks); 
(ii)Predictable and efficient payment system, care coordination, beneficiary protections; 
(iii) New coverage. 

Eligibility expansion Same as list in section titled “Populations Included.” 

Other items of spending for cost 
not otherwise matchable  

(i) Expenditures for MCOs that use different enrollment and disenrollment than regular Medicaid; 
(ii) Expenditures related to expansion of existing eligibility groups; 
(iii) Expenditures for expanded benefits and coverage of cost effective alternative services; 
(iv) Expenditures for pool payments; 
(v) Expenditures related to eligibility expansion; 
(vi) Expenditures for SCHIP-related Medicaid demonstration population children. 

Regional variation No. 

Ways in which budget neutrality 
was achieved 

Medicaid managed care savings and redirection of DSH. 

Financing-sources of non-federal 
share and types of reimbursement  

State General Funds; certified public expenditures (CPEs). 

Current budget neutrality status On track. 

Issues or problems None at this time. 

Likelihood of replication Not likely given history of TennCare. 

Key similarities or differences 
compared to California (compari-
son of the state’s situation) 

The TennCare Demonstration was one of the most troubled 1115 waivers in the nation.  Tennessee began 
the waiver with a high per member Medicaid expenditure level that they believed they could reduce through 
managed care and use that savings to fund additional populations.  The State had numerous implementa-
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tion problems and eventually found the program to be unaffordable given the state budget.  Most of the ex-
pansion populations are now closed.  Tennessee is now addressing how to move some DSH funding back 
from the waiver to hospitals to pay for uncompensated care costs.  

 


